But apart from these courses every doctor employs and trains large numbers of staff himself. In no practice I have visited in eleven countries was there less than one full-time employee per doctor doing this type of work. Many practices had a large number of administrative staff, though, of cours_, direct comparisons are useless as the methods of practice are so variable, especially when one considers the effect that 'billing and receipting' has on staffing structures. However, certain conclusions are valid. We have a lead over the rest of the world in that the Association of Medical Secretaries in Britain has unified training schemes, with unified qualifying examinations. The standard can therefore be controlled nationally and the qualification identified. In general practice the name 'medical secretary' may no longer be the right one and in view of her skills we might be better to think in terms of regarding her as a doctor's assistant. We are training about 1,000 a year at the moment to meet the needs of hospitals and general practices, but we need to train more than 3,000 a year to meet current needs of general practice alone; we must therefore think of a considerable expansion.
Lastly, doctors need to be taught how to make the best use of staff and this means we need to know their full potential. We have a great chance here and must not waste it.
I have talked about the vocational training of staff in three fields to support the family doctor service, the family nurse, the doctor's assistant and the home support services. I remain as convinced as I was four years ago that in this way much of the lost enthusiasm for family practice can be regained, and that it is up to general practitioners to provide the drive for this without hoping for it to fall, like manna, from above, either from government, from Local Authority or from nursing authority.
Dr John Stevens (Aldeburgh, Suffolk) Some Applications of Educational Psychology and Research to Teaching Family Medicine [Abstract] The immense changes in the preparation of the primary physician for practice that have come about in the last fifteen years were briefly reviewed in order to make credible those that may be expected in the near future.
The provision of care to patients in the community is the most pressing medical need in the world today. The following paragraph appears in the Report of the Royal Commission on Medical Education (1968): 'Good medical care is one of the foundations of civilised living and without any adequate system of medical education it cannot be assured.' One of the most important functions of educational psychology is that it enables problems to be viewed relatively objectively. To educate young physicians for service in a rapidly changing situation needs a careful conceptualization of their probable future function.
The criterion problem, that of precise definition of function, is perhaps the most difficult one in educational psychology and some of its components were considered; a task analysis was undertaken to determine optimum learning conditions to allow educational objectives to be satisfied.
The principles involved in adult learning were briefly described with particular reference to the teaching and learning of the behavioural sciences, and some current problems in educational research and evaluation were considered.
A more careful study of the entering charactersistics of students, and of the dangers inherent in planning the delivery of medical care in the future must be made. Having left Britain two years ago to engage in family and community medicine in North America, I received with special pleasure your invitation to give this Wander Lecture. I ask your forgiveness if I take a very personal approach. I can only hope to cover my broad subject in a very general way in a single short lecture in which I must also constantly refer to the wider context of general practice itself. I will present my material against the background of my own experiences in family medicine in Britain and in the United States where I now work and live.
Family medicine is a topic widely discussed at present throughout the United States, and many educational programmes at undergraduate, graduate and postgraduate levels are being developed to meet the great manpower shortage in this field.
The educational preparation for family medicine is beset with many problems. It is now generally accepted that many of our health care problems can best be met-and effectively dealt with at the primary care level; yet our universities have responded only sluggishly to the need to produce more family doctors, in spite of persistent pressure by bodies such as this Section and the Royal College of General Practitioners.
Over twenty years ago when I first entered general practice, there was almost a total neglect of special training of doctors for work in this field. Training for this major section of medical practice, on which the then new National Health Service so desperately depended, was almost totally ignored by our medical schools and our postgraduate medical institutions. Titmuss in one of his more pungent essays referred to this neglect of training for general practice as the 'great swindle' of medical education.
Many of my audience must have gone the same educational route as I did in the 1940s and 1950s. The Health Service was in its infancy and so filled with promise for youngsters then entering practice. I decided to become a trainee in general practice, only to find that this was an educational appointment in name only, as were many of the traineeships in those early days. My trainer, long since dead, was helpful and kind and apologetic about his practice, which was large, working class, and in which he heedlessly overworked. There was really no need for apology because in that Streatham back-street I could have learned much of value to me as a trainee family doctor that I had never been taught in medical school. This doctor and his patients interacted with ease and speed, and he practised the day long with amazing skill, endurance and good humour, dealing with a kaleidoscope of health and social problems in large volume each day. However, it is only in retrospect and many years later that I realize how much I missed in those strange early weeks in general practice. I was unprepared for the experience and my trainer was inadequate in teaching skills, and neither of us really understood the nature of many of the clinical problems, although they were managed effectively and with assurance. With youthful arrogance on my part and a natural courtesy on his, derived from so many years of handling awkward situations, we parted company after two months. The standard of traineeships rose over the years, but they have never seriously become anything more than an introductory exposure to family practice.
In the absence of any planned teaching programmes in those days, experience was gathered as one went along. I joined a small-town practice in Hampshire, first as an assistant and then as a junior partner. It was there that I learnt the hard way, working alongside two experienced physicians. In our general practitioner hospital and adjacent maternity unit a very high standard of service was provided, with back-up specialty support coming when necessary from the nearby county town. How much better would I have been taught ifmypreceptors had thetime and inclination to impart to me the fruits of their accumulated years of clinical experience on some regular structured basis.
The third phase of my evolution as a family doctor came when I decided to seek out a new developing area and then to build up my own practice. This was challenging and rewarding, made all the more exciting because it occurred during years of great unrest when the very foundations of the Health Service were being threatened and when a new burgeoning general practice in Britain was developing. This Section of the Royal Society of Medicine and the College of General Practitioners were founded as acts of affirmation in the future of general practice. They not only represented the embodiment of faith in family practice but also provided the means for maintaining active study and debate on all aspects of general practice and for encouraging the highest standards of clinical performance. The work of Gillie, Crombie, Fry, Horder, Scott, Pinsent, Watsonto mention just a few of the pioneer planners, researchers, and educators in family practice -is to be found in the archives of this Section and in the records of the Royal College of General Practitioners.
During these past two decades academic units in general practice began to appear in our medical schools. First, Richard Scott in Edinburgh, and then Pat Byrne in Manchester, myself and now Peter Higgins at Guy's, and other departments or units at Cardiff, Southampton, Dundeethe numbers grow each year. Nothing could be healthier for general practice than the space it is carving for itself in our academic institutions. The clear support given to the concept of training for general practice by the Todd report (Royal Commission on Medical Education 1968) and the proposed training programme produced by the Royal College of General Practitioners all have enormously helped to establish the acceptance of family medicine in medical schools.
This upsurge of interest in family medicine is widespread and not peculiar to Britain, where concern for the growth and stability of the National Health Service created a mounting governmental interest in improving the working conditions of family doctors, and this combined with those interested in family medicine per se produced the current pre-eminence of British family practice. It was at this time that Professor Butterfield and I embarked on the Thamesmead project (Smith et al. 1966) . This undertaking was an innovation in medical care on a communitywide scale, and we were delighted with the support and encouragement we then received for our ideas from sources previously notoriously conservative in their approach to change. Later I became involved in a major programme in the United States which revealed to me the phenomenal interest now being devoted there to primary care medicine.
The Kennedy administration, followed by Johnson's, introduced a vast amount of new epoch-making health care legislation in the early 1960s. Financial support for health care was made available for those over 65 through Medicare and, for those who were poor, through Medicaid. No one will deny that these programmes are no more than a start in dealing with the widespread major health care problems of the USA. But additional programmes or health schemes are under way, and are the means whereby Washington is injecting tax monies into the health field. What is most important is that this is occurring with the co-operation of the individual states and their state medical societies. This gradual but certain growth of government involvement in the health care field is accompanied by an increasingly well-informed and balanced public debate developing in the press and on television. Whilst there is some apprehension amongst the health care professionals because of their understandable fear of federal and state control, frankly I have been surprised and very impressed by the role played in the past two or three years by the organized health professionals and, most significantly, by the American Medical Association. The efforts now being made by its Committee on Medical Care of the Poor (American Medical Association 1970), which is chaired by Dr Robert Long, currently a contestant for the presidency of the AMA, before whose committee I recently had the privilege to present evidence, has convinced me of the genuine commitment by organized American medicine of the 1970s to play its part in solving the health care problems of the poor.
In the USA the amount of money now being ploughed into health is steeply rising (Bowen 1970) . In 1950, 4-5 % of the gross national product went into health, and by 1967 this had risen to 6-5 %, totalling fifty-one billion dollars.
There is no sign of a let-up in this growth, an increasing amount of which now comes from tax money. All is far from well; to suggest otherwise would be grossly misleading. But what is impressive is the massive effort now being undertaken on all sides to fill the many gaps. An idea of the overall picture can be gained from the economic profile of the health care field in 1967 when I first visited the States. Funding for health care came from private and public sources, and the division of funds from these sources varied significantly, depending on the service funded: 80% of physician income and 98 % of dentist income came from private funds; 94% of drugs were paid for privately, and 98% of spectacles were bought by the patient; but by contrast, 49% of hospital and 66% of nursing home costs were paid for by taxation, as were 90% of all research and 100% of the public health service.
From this it is clear that most personal health services were (and still are) privately paid for, but most acute and chronic inpatient care was paid for out of taxes. Unfortunately, the increased funds injected into the health field have not produced a comparable increase in the amount of health manpower available or in increased facilities. The additional funds have increased the demand for services which are scarce, and so the cost of these services has inevitably risen. It is true that there have been many improvements in efficiency of medical care, but those providing services are overworked. In these circumstances supply becomes increasingly inadequate and the public becomes more and more frustrated and very susceptible to political promises for easy solutions.
I was invited to join the Medical School of the University of North Carolina at Chapel Hill two years ago to work with that institution to try to improve the volume and the quality of health services available throughout the state. The medical school had been founded for that purpose and over the years had been systematically built up by a succession of energetic and dedicated deans.
Chapel Hill is a university town, and the University of North Carolina is proud to be the oldest state university in North America. The state has a varied topography and demography, which add greatly to the interest of living there. The flat coastal plain is populated largely by poor blacks and inner beautiful mountain area sparsely populated by poor whites. The intervening third of the state is a woody, undulating plateau, the Piedmont, with wealthy cities and universities, and there Chapel Hill is located.
The medical school established in 1966 a division in the Deans' Office to develop schemes or programmes to help the various communities of the state to provide better health care for their local populations. The activities of this division, initially under the direction of the now Emeritus Dean, Dr Reece Berryhill, and more recently of myself, are varied. First, it acts as an information and guidance centre for communities seeking to qualify for state and federal funds to improve health care locally. Health planning on a local and regional scale is widely encouraged by appropriate granting mechanisms, and the division staff help to develop the proposals, which are very complicated documents based on detailed federal guidelines. Second, medical school teaching services or depart-9 525 ments were developed in a group of carefully selected community or district hospitals. This widened the clinical teaching base of the medical school hospital at Chapel Hill, which is a major specialist referral centre for the more obscure and difficult clinical problems which do not provide students with necessary experience of the commoner clinical problems during their training. The division is also responsible for postgraduate educational programmes, prepared in Chapel Hill, and then televised over the university network, bringing the medical school to 80 % of the practising physicians in the state. The division transports by its own airplanes university medical faculty as well as house staff and students to the outlying small communities, bringing much needed specialized care to ill patients who otherwise would have to travel hundreds of miles for treatment. The planes fly regular services totalling over three thousand passenger miles daily, saving much valuable travel time, as well as adding greatly to the convenience of doctors and patients. The air service also makes it possible to bring the staff of community hospitals into the university for periodic postgraduate education. It is interesting to note that the planes were donated by private industry, but the running costs are shared by grants from the federal government and the state. This combination of effort, derived from a peculiarly American union between private enterprise and government control, has paid off brilliantly in this instance.
But what of family medicine in all this melee of change and development within the health field? How is it faring and what is the university contributing to its growth and development?
The involvement of family medicine in the academic scene has been one of the major developments in American medicine during the past five years. What is happening at Chapel Hill is fairly typical of most medical schools in North America. After some years of hesitation and debate as to the proper role of family medicine in the university, suddenly things have begun to happen on a very large scale. A critical point was reached two or three years ago when the pressures generated at the state and federal level became so great, because of the health manpower shortage, that suddenly funds became available for the setting up of family medicine programmes wherever these could be established. A specialty board in family practice came into being, and the first examinations were held in the spring of 1970; by March 1970 thirty-one postgraduate or residency programmes had been approved by the board, and many others are being planned.
Training for family medicine in the USA is a three-year postgraduate programme after qualifying. The board examination, although still in its experimental stage, is as testing in terms of the levels of clinical knowledge and experience required as the other specialty board examinations, all of which have been developed and designed by the same national examining body.
The AMA Council on Medical Education set broad and flexible 'essentials' (American Medical Association 1966) which have become the guidelines for the residency programmes. A very realistic policy has been set which takes into account that medical schools require time to adapt to new educational developments. The medical schools differ, and programmes tend to follow lines based on the local administrative arrangements and on the interest of the individuals responsible for the family medicine training. The Ohio Academy of General Practice (1970) has published a very helpful summary of all the existing programmes. In addition, this group has studied in depth the problems associated with the setting up of new family medicine departments and discusses the funds and staffing needed and the content of the curriculum. Each medical school course in family medicine was studied for its strengths and weaknesses and was categorized under fifteen distinct headings indicating where the major thrust was being made. Some departments concentrated on defining the curriculum, others on teaching aids and techniques, record systems, use of allied health professionals, and so on. This report has the special value of disseminating innovations in family practice and encouraging interchange among the groups.
The classic report on the education ofphysicians (American Medical Association 1964) has greatly influenced these developments within the United States, laying special emphasis on the need to teach comprehensive medicine and continuity of care and on the central role of the primary physician in all of this.
The American Academy of General Practice Commission on Education (1969) in their report on Education for Family Practice proposed a total educational plan extending throughout the whole medical school curriculum and continuing into the three years of training in hospital and in practice; in North Carolina we are now attempting to develop such an extended programme.
The basis of our academic family practice unit must rest on the practice it undertakes. But in the changing pluralistic society of North America, primary medical care is now being delivered in a great variety of different settings. The ultimate design is uncertain, and it would be unprofitable to predict what this is likely to be. What is certain is that variety is likely to prevail for a very long period of time and that it is necessary for academic units, if possible, to associate with a variety of different practices or primary care delivery systems to provide the doctor in training with as broad an experience as possible in this branch of medicine.
At Chapel Hill we are fortunate in being able to develop a new curriculum simultaneously with our new teaching practices. I would like to outline how this is being approached, restricting myself to the family medicine component of the curriculum, and then to describe the practices. The philosophy of the new curriculum, which comes into full operation in 1970, itself sets the trend for its family medicine component. The curriculum comprises a series of courses, and the responsibility for developing and teaching these falls upon a course director and a committee. The departmental approach has been replaced by an interdisciplinary, problem-oriented group. Throughout the first and second years a course in group biology is presented to the students, defining the relationships between health and disease and the individual as a whole, his family, and the community in which he lives. Clinical material from the wards is presented to provide a focus for studying impact of disease as a social problem, and the social response to health care problems in the various state and federal programmes designed to meet health needs. Lectures, seminars, and workshops, as well as group projects, are aimed at student involvement, research, and creative thinking in this field. Particular attention is given to study of health care systems and their evaluation, including an in-depth five-week summer study in Britain of the-National Health Service for those who show particular interest and talents in this field. In the third and fourth years concentration is on electives in selected practices. We are particularly fortunate in having a model group practice of fifteen doctors, two of whom are part-time university professors jointly in internal medicine and pediatrics, one hundred and twenty miles distant from Chapel Hill in a completely rural area. This model practice is undertaking research in medical records, in the training of ancillary health workers, and in the developing of a satellite clinic in a very isolated area. There is an adjoining 150-bed hospital in which specialists and generalists in this group practice combine in their efforts to provide complete inpatient care.
In addition, there is a group of excellent family doctors scattered throughout the state with whom we have begun to develop elective clerkships, and their number will be increased, so as to expose our students to as wide a variety of practices as possible. These attachments, in addition to our innovative model practice, are to provide the student with an experience in current practices of high calibre, particularly those in areas where manpower is short. But neither of these two types of attachmentnor the combinationis adequate for exposing the student or the newly qualified doctor to the full range of development in the health care field. It is estimated in the USA about thirty million people get inadequate or no health care; these are the poor, both black and white. With rising costs of health care the lower middle-income groups are now becoming medically indigent also, and I believe that no medical educational experience is complete without the student's direct involvement with this problem.
During the past year we have been engaged in developing a health care plan for an area of about one thousand square miles surrounding Chapel Hill which has about thirty thousand poor inhabitants, who have very inadequate health care. They represent about one-third of the local population, and most of them are black. About half live in'Chapel Hill itself, and the others live in small towns and villages scattered throughout the area, working on small farms or commuting to nearby larger towns. For two hundred years the University of North Carolina has been the only dominant industry in the area, and although the university hospital is a major specialist centre, about one third of all its inpatients have been admitted without prior medical care. For years many of the local poor have used the hospital as their only source of care. Nothing could have been more needed than a model primary care plan for this group of patients.
A block of space in the new outpatient clinic is set aside to become the hub of the plan, and a series of small clinics set up in the surrounding area will be linked to this. The peripheral clinics will be staffed by family nurse practitioners supervised by physicians who will be stationed at the hospital clinic. A comprehensive service will be provided free to those who qualify on a means test which is set to include the poor population referred to. Plans are being made to include patients covered by private insurance or who wish to pay, but the current plan which comes into operation in 1970 refers only to the poor.
In the absence of any organized system on which to base the scheme we had to create one. The funds for the operation come from Washington's Office of Economic Opportunity, who set the terms. The whole operation is controlled by a community non-profit corporation on which the poor are strongly represented. This corporation will contract for services from the University. The University's 'health division' consists of schools of medicine, dentistry, nursing, public health, and pharmacy, and they have joined together to form a comprehensive health care consortium and together will deliver the contracted services through a new multidisciplinary health professional group and administration.
The initiative and control is in the hands of the local community, but the day-to-day organization and responsibility for delivering the services remains with the University.
The community corporation has particular interest in patient satisfaction and in recruiting from the local poor population individuals with the potential to be trained as family health workers, nursing aides, and medical technicians. The need to involve the community is of great importance so that they can identify closely with the programme and dispel the image of medicine and health as being only for the establishment.
In our new local health system we are planning to undertake training of new types of health manpowermost significant of which will be the family nurse practitioner. He or she will be trained to practice in the outlying clinics undertaking most of the routine care procedures, but in close contact with the hospital base.
During the past five bears the Office of Economic Opportunity, which is the Federal agency supporting our local programme, has supported over fifty neighbourhood clinics throughout the USA, mainly in the urban ghettos. The Chapel Hill programme will be the first major one involving a university and a community in the way I have described.
Although we in the medical school helped to initiate and organize the developments, it is now in the hands of the community and the university as a whole. It is in this setting that our new department of family and community medicine will participate, with our physicians working closely with the other members of the health team delivering care; our research and evaluation team will be challenging our efforts and producing new ideas, and our students and house officers participating in the learning process.
In America the problems are vast, but so are the resources and energy to deal with them. At times I marvel at the dynamic nature of American societal development of which the changing health field is but a part. I wonder also at the problems created because of lack of time, so essential for reflection on the course and direction of progress. Of one thing I am certain: American society is giving the highest priority to solving the problems we have been considering. What they are trying to achieve in a different age and in a concentrated time span is what has been achieved in Britain over a century of gradual evolution. They have much to learn from us but they will produce something different. Because of the vastness of the continent and the tremendous differences in peoples, cultures, and traditions, no uniform system such as a national health service is likely to emerge. Because of the vast resources, drive, and willingness to innovate, I confidently expect the problems to diminish with the introduction of wider and more effectively planned health care programmes. Most states are now seriously engaged in regional planning, committed to the idea that health care is a right and not a privilege for those who can pay. Somehow I see government and free enterprise move closer together, eliminating the dreadful gap in health services that now exists, but with neither side in complete control. The only resource not readily available in filling this gap is manpowerthe most precious variety of which I believe is the family physician. On no other agency does the responsibility fall more heavily than on the University to meet this manpower need, and the new departments of family medicine must now rise to the challenge; from what I have seen happening in the States, I confidently expect the challenge to be met successfully.
The currency of progress is to be found in the ideas and commitment of our youth. I have found that youth in medicine in the United States today is driven by a need to take part in social health action. When I arrived in Chapel Hill I discovered that a group of medical students had spontaneously banded together with students in nursing, dentistry, pharmacy and public health and opened their own screening and treatment clinic in the poorer part of town. They went to their respective Deans who willingly gave them support and arranged for qualified staff to supervise their work. The clinic is free, including drugs, which are provided by the drug houses. In these situations American students are not short of confidence and a healthy aggressive approach, and their action helped establish a bridge between the university and the local community, making it easier for our local health plan to develop in its early delicate stages.
With such optimistic activity by medicine's youth, the long-term outlook for health in the USA must be good.
